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To the Editor: We read with great interest the review by Yudkin et al. [1] . The authors, having carefully analysed the available data, concluded that glucose control, while being the weakest amongst the main cardiovascular risk contributors (hypertension + hyperlipidaemia + hyperglycaemia + smoking), is being paid too much attention in the CVD prevention and treatment guidelines. They explain that if it is at all effective, it may prolong life in many patients at best for a matter of days and, furthermore, this would cost a small fortune. Moreover, in the conclusions of the article the authors suggest that intensive glucose management should be used in those individuals with higher (which we understand to mean well over 8.0%) levels of HbA 1c , particularly in those of advanced age and diminished life expectancy, and that the target of 6. [2, 3] . The ACCORD study was initially interpreted as a warning sign against lowering HbA 1c to about 6.5% [2] , but the recently published analysis [4] shows that the increase in the mortality rate was largely seen only in those who failed to achieve the target levels of 6.5%. Furthermore, the HbA 1c level above which the risk of death rose substantially among those in the intensive treatment arm was about 7.0%, indicating that those who reached the intensive treatment target died less often than those who did not [4] . W. C. Duckworth, co-principal investigator of the VADT, announced at the American Diabetes Association meeting in June 2009: 'We found that initiation of intensive control in the first 15 years after a diagnosis of type 2 diabetes reduced the risk of cardiovascular events, including mortality, but initiation 16-20 years after diagnosis yielded no such benefit. Further, initiation of intensive control 20 or more years after diagnosis increased the risk of cardiovascular events in the population studied in this trial' [5] . A meta-analysis of the ACCORD study, Action [7] .
It seems therefore that classifying diabetes into four types (with type 1 and type 2 as the two main ones) is probably not sufficient. We should perhaps also differentiate between patients with the same type of the disease. For instance, a 58-year-old man with newly diagnosed type 2 diabetes without any vascular complications or significant disease should be treated so that his blood glucose remains within the normal or near-normal range, thus protecting against diabetes complications (both micro-and macrovascular). In other words, when we see in our surgery a 'healthy' (without other significant health problems) type 2 diabetic patient, we should do our best to maintain his/her health and protect his/her cardiovascular system from being damaged by hyperglycaemia in the years to follow. On the other hand, if the patient is a 78-year-old man who has received treatment for type 2 diabetes for 15 years, and has a history of myocardial infarction, repeated panretinal photocoagulation and left big toe amputation, we should try to maintain his HbA 1c level somewhere between 7% and 8% (or maybe only attempting to avoid glycosuria). The pity is that diabetologists and endocrinologists mostly look after the latter kind of patients rather than the former ones, who are frequently seen by general practitioners, and that diabetologists and endocrinologists often tend to neglect the importance of intensified glucose-lowering therapy in patients treated with one or two tablets daily. It is, though, becoming apparent-and in this we beg to differ from Yudkin et al. [1] -that the majority of resources and efforts should be directed towards those younger patients who are still 'healthy', so that we may avoid complications completely in these patients, while in the older ones there is no feasible way we could reverse the damage and restore proper structure and function of cardiovascular system. However, by recommending that treatment efforts should predominantly be aimed at those with particularly poor glucose control, Yudkin et al. miss the whole group of newly or recently diagnosed patients, whose vasculature is still intact and may remain so if their blood glucose is maintained within normal levels.
Following on from this idea, perhaps we should call for future guidelines to be formulated in such a way that they would set various treatment targets and regimens for various groups of patients, depending on the stage of the disease they are at (e.g. for newly diagnosed and uncomplicated ones an HbA 1c of <6.5%; for moderately complicated, with a history of diabetes <10 years an HbA 1c of <7.5%; and for the elderly with long-standing diabetes and multiple complications an HbA 1c of <8.5%). This approach may now only be called 'common sense' or 'clinical judgment', but it would be strongly reaffirmed if it found its way into formal guidelines and recommendations.
We realise that such diversity of glucose control intensification is bad news for the medical community, as type 2 diabetes treatment will have to become more varied and thus more complicated, but at the same time it is good news for the patients, as we will be able to help each of them-as different as they are-more with doing no (or at least less) harm.
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